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RESPONSE: TREATMENT IN TRANSITION
Christine Grella: Jackson’s article challenges us to
rethink our entire understanding of drug treat-
ment, expand our definition of who is in treatment,
and revise our list of  desired outcomes. If the family,
not the individual with the drug problem, is the unit
of treatment, then what counts as success must include
whatever contributes to family members’ well-being
and the way the entire family system functions.
Carol Shapiro: I agree. I was struck by Families in
Transition’s ecological approach, the way it takes into
account the entire context of its clients’ lives. Too
often, researchers and clinicians tend to isolate peo-
ple, thinking about them as separate entities and ignor-
ing their personal relationships and connections with
their community. 
On the other hand, I’m wondering whether the
program may actually be limiting in its focus. Its
emphasis on case management—on obtaining the
right professional services for each child—might lead
to a de-emphasis on the children’s natural connec-
tions with adults other than their parents—the aunts,
uncles, and godparents—who may function as their
guardians. It’s possible that the children’s stay in a
residential center will weaken or even fracture
some of those connections, so that they will need
to be repaired when the mother and children leave
the program. 
Also, residential programs like this are so expen-
sive and the need for treatment is so staggering, that
I wonder whether there are more cost-effective ways
to support people where they are living. The added
benefit of outpatient programs is that the transition
out of treatment would be less drastic. 
Grella: Actually, I felt that one of the nice features of
this program was that its creators have really expanded
the concept of family and make it very elastic, to
include the aunts and grandmothers. 
Dace Svikis:The program is definitely a significant
achievement. I operated a residential and intensive
outpatient program for pregnant and postpartum
drug-dependent women and their children, and I
remember what we went through to get our hospital
to approve it, and the liability and cost issues we faced.
Grella: I like Jackson’s straightforward attitude. She
makes it perfectly clear that what she is attempting is
fraught with logistical and other practical problems.
For one thing, the presence of so many children in
the program demands a major commitment of staff
resources. Jackson is frank about the fact that the chil-
dren exhibit serious behavior problems and that safety
is a major concern. I think she should be applauded
for taking on a real challenge.
Parents’ needs and capabilities
Shapiro:The fact that FIT sets no absolute limit on
the number of children a mother can take into treat-
ment with her shows the author’s willingness to respect
the clients’ real needs.
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Svikis: In my experience, it is difficult to work with
more than two children in a family in drug treatment.
It comes down to the fact that the mother needs time
to focus on herself. 
Grella: Mothers themselves are often ambivalent about
living with their children. When we conducted an
evaluation of an aftercare program for women com-
ing out of prison, we were struck by how many hesi-
tated to reunite, because they realized that their recov-
ery was very fragile. We had to rethink our assumptions
about whether and when reunification is desirable.
There is a developing body of research on indi-
viduals, male and female, who have children at home
when they enter drug treatment. Some studies have
found that individuals who are more actively involved
in parenting their children do better in treatment.
However, we don’t know whether this is because indi-
viduals who function at a higher level are more able
to be involved with their children, or because the chil-
dren’s presence forces the parent to function better.
Shapiro: I look at this question from a slightly dif-
ferent perspective: Public agencies often demonize
women who use drugs and make them feel that they
are not capable of caring for their children. Staff mem-
bers should ask people what help they need, not make
assumptions about their needs. For this reason, I would
like to know more about how the FIT program staff
is selected. In particular, do the staff and clients come
from the same communities, similar cultural back-
grounds? What are they trained in? 
Svikis: Many women with substance abuse problems,
such as those in the FIT program, lack basic parent-
ing skills. Such women often have lost custody, or oth-
ers are caring for their children. In my program, the
staff found that drug-dependent women needed to
learn the basics—how to hold a baby, how to change
a diaper—along with nurturing behavior. We need to
understand their situations better.
Grella: Yes, we need more research on the parenting
capabilities of women in drug treatment.
Another factor here is that there will always be
tensions between mothers’ and children’s needs. Jackson
draws attention to some of them. One potential con-
flict she doesn’t mention is between the client’s need
for other family members and sources of support and
the fact that these individuals and institutions may
be part of the milieu in which the mother’s drug use
took place.
Also, the parents’ and children’s timetables may
be at odds, especially when the child welfare system
must set deadlines for resolving a child’s placement
situation. Bringing the parent along in recovery and
harmonizing the parent’s self- and other-centered
needs may take a very long time. It is not clear how
to mesh the two timetables.
Matching means to outcomes
Grella: When I read about the children’s progress in
FIT, I wasn’t surprised, because the program is highly
structured and rich in resources. We still need to know
what will happen to the children in the longer term.
Also, much of what we know pertains to younger
children, because research has emphasized pregnancy
and prenatal care. We don’t know what happens in
adolescence.
Shapiro: Yes, we need to take the long view. We need
to think about how to establish longer term support
networks for families. And we desperately need research
that looks at the children’s outcomes over the long
term.
We also need more research on family support
systems. One study by the National Institute of Justice
and The Robert Wood Johnson Foundation found
that, for some people in outpatient treatment, the
family’s involvement with the program, not the inten-
sity of the treatment, appeared to determine whether
the treatment succeeded.
Grella: I admired the way the program works with
the children, using the science-based prevention mod-
ules that are out there. I was left wondering, though,
how the eclectic mixture of therapies the author men-
tions are integrated and how the staff is trained in
their use. As Jackson states, it would be a worthwhile
research project to tease out the various program com-
ponents and see which are the active ingredients in
a family’s recovery.  
The FIT program’s highly unusual joint custody
arrangement with the State is intriguing. It  provides
a built-in incentive for the mothers to stay in the pro-
gram: to improve their chances of keeping their
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children. We could really use more research on arrange-
ments like this, to learn how to better integrate the
various State social services.
Svikis: The problem is that this kind of research is
expensive, and random assignment studies are often
difficult, if not impossible, to conduct.
Shapiro: There’s also a methodological problem. Most
current assessment tools evaluate the individual client,
not the family. You can’t use them to measure changes
in family interactions.
What I would most like to see right now is a way
we could take this model to the outpatient setting,
where so many more people could benefit. &
       